Infection of the central nervous system by Cryptococcus neoformans has been reported in the medical literature often enough to be now widely recognized as one of the causes of chronic meningitis. The symptoms and signs emphasized include headache, vomiting, papilloedema, progressive blindness, hemiplegia, and alterations of mental status. Cryptococcal meningitis is commonly associated with pre-existing diabetes mellitus, Hodgkin's disease, sarcoidosis, and corticosteroid therapy. Several reviews have described the clinical manifestations, laboratory data and therapy of the meningitis (Mosberg and Arnold, 1950; Rose, Grant, and Jeanes, 1958; Littman, 1959; Fitzpatrick and Poser, 1960; Butler, Alling, Spickard, and Utzh, 1964) Although there have been many reports describing cryptococcal meningitis, mention of involvement of the spinal cord in these cases is quite rare. In 1951 Carton and Mount reported one case of a spinalcord cryptococcal granulomatous mass and reviewed the literature, finding 10 cases with spinal cord involvement. Three of these cases demonstrated spinal cord symptoms clinically. In the remaining cases the spinal cord lesions were discovered coincidentally at necropsy. In the same year, Ley, Jacas, and Oliveras (1951) reported on their successful removal of a cervical spinal cord cryptococcal granulomatous mass, with excellent recovery of the patient.
Spinal arachnoiditis (Elkington, 1951) His past history revealed good general health, with the usual childhood illnesses. He had an appendectomy and right inguinal herniorrhaphy without complications. He denied difficulty with his legs at any time in his early life and throughout his grade school and college athletic activities. In 1958, while serving in the United States Armed Forces in Germany, he fell from a truck and developed low back pain with some radiation into the back of both legs. He was hospitalized and received physical therapy and medication for these symptoms, which persisted up to the time of his discharge several months later. Mild back and leg pain persisted, so that he took aspirin daily, and occasional chiropractic treatments, but continued with his usual activities, including frequent golf and bowling.
The family history was non-contributory and neurological diseases were denied.
General physical examination revealed a slender, alert, well-developed young man with no abnormalities. There were healed surgical scars of an appendectomy and right inguinal herniorrhaphy.
Neurological examination revealed no abnormality of mental status or of the cranial nerves. The neck was supple. Strength, coordination, and muscle tone were normal in both upper extremities. There were no Hoffmann's signs. Finger-to-nose test andrapid alternating movements were normal in both arms. His gait was abnormal, with shuffling of both feet, characteristic of a moderately severe spastic paraparesis. The legs were paretic, more so on the left, with greatest weakness in the flexors of the hips and knees and the foot dorsiflexors. There was spasticity with sustained ankle clonus bilaterally, more on the left. Plantar responses were extensor bilaterally. Abdominal reflexes were absent bilaterally. Coordination tests were poorly performed in both legs, with a combination of marked weakness, clumsiness, and spasticity bilaterally. Vibration (Fig. 1) . Contrast medium was also injected with a cisternal puncture and caudal flow occurred down as far as D3, with irregular narrowing and a linear irregular distribution of the contrast material from D3 to about D7 (Fig. 2) . The deformity of the contrast medium was interpreted as consistent with extensive meningeal involvement and arachnoiditis, with a subarachnoid block.
A laminectomy was performed from D3 through D7 on the same day. Epidural fat was present and did not have a granulomatous appearance. Surgical exposure revealed an opaque arachnoid, adherent along the right side for the length of the wound. The cord was seen to pulsate equally well throughout the laminectomy. The D6 root was involved in dense adhesions on the right. There was no abnormality encountered beneath the spinal cord, and it was described as muddy in colour and shrunken in appearance. The dentate ligaments were sectioned bilaterally. The D6 root was divided. Wax-like material was removed from the surface of the spinal cord and specimens of this and the arachnoid and epidural fat were submitted for pathological examination. The dura was closed with continuous black silk sutures. The patient tolerated the procedure well and showed no new neurological signs post-operatively.
The culture of the exudate, arachnoid, and epidural fat obtained at laminectomy revealed no growth. The report of the biopsy was of a necrotic and suppurative meningeal exudate containing Cryptococcus neoformans (Fig. 3) (Beeson, 1952) 
